Justice-involved adolescents meet diagnostic criteria for mental health disorders at much higher rates than their counterparts, and this increased risk persists into young adulthood (Abram et al., 2015; Teplin, Abram, McClelland, Dulcan, & Mericle, 2002) . Despite growing recognition of this problem, there remains a dearth of adequate therapeutic services in juvenile detention and marked variation in the quality and availability of community-based services (Kretschmar, Butcher, Flannery, & Singer, 2016) . This article presents the development of a multidisciplinary partnership among clinical research psychologists and court professionals to address aggressive behaviors and unmet mental health needs of adolescents in the juvenile justice system. We describe the early stages of collaboration, in which experts from disparate disciplines joined forces to address a mounting problem in the juvenile justice system that represented both a gap in the research-practice continuum and a lack of vital mental health resources in the local community. We delineate the team composition, outline key players' roles and contributions, and describe the principles that guided our collaboration across disciplines and agencies. We were effective in developing a sustainable multidisciplinary team, developing a new intervention, and implementing this new intervention in a challenging setting. The challenges we encountered throughout the process as well as the solutions that were generated and the lessons learned are discussed in detail. We discuss the substantive outcomes of our research and conclude with recommendations for readers interested in organizing similar academic-research/community partnerships.
for domestic violence charges within a single year (Siegel & Halemba, 2015) . The well-documented risks associated with the combination of mental health symptoms and juvenile justice involvement translate into a sizable group of adolescents caught in a cycle of community-based interventions, juvenile detention, and probation. Despite increasing recognition of this pressing issue, accessible, sustainable, and empirically supported prevention and treatment programs are lacking. We believe, however, that this real-world problem facing our communities requires a concerted multidisciplinary effort to resolve.
The multidisciplinary partnership described herein was formed based on a common mission to formulate and execute a solution to the rising numbers of adolescents who enter and stay in the juvenile justice system by targeting interrelated mental health needs and behavioral issues. In the current article, we focus on the first phase of our project, wherein we developed a multidisciplinary partnership comprised of individuals who represent diverse areas of expertise and rooted in principles for a successful collaboration. We also describe substantive outcomes related to this initial phase of intervention development. A major goal of our team was to determine the feasibility of implementing an evidence-based intervention in a juvenile justice setting within a reasonable time frame. A common criticism in the intervention development field is the length of time (sometimes 10 -15 years) that it takes for interventions to move from basic research to dissemination and implementation in real-world settings (S. C. Hayes & Hofmann, 2018; Onken, Carroll, Shoham, Cuthbert, & Riddle, 2014) . This concern was shared by our court partners, who voiced the pressing needs of families and lack of resources currently available in the community. Finally, we discuss the information we have gathered thus far and highlight the work that remains for us to adequately test effectiveness of the new intervention.
The Multidisciplinary Team

Team Formation
The multidisciplinary partnership discussed in this article was formed to tackle a pressing issue in our local community: There were no evidence-based interventions available to address the high numbers of adolescents entering the local juvenile court system on charges of domestic violence. The partnership was born from a conversation that occurred between the clinical director at the local juvenile court center and a psychology professor who specializes in domestic violence research and the family court system. Administrators and judges at the local juvenile court were working to reduce the number of adolescents being detained and had implemented a specialized court program to divert adolescents from detention. Within the diversion program, adolescents might be referred to counseling in the community, be required to attend psychoeducation classes, or simply spend the night away from home prior to returning to their family. Although the diversion program was meeting its proximal goal of keeping adolescents out of detention, the same adolescents were repeatedly coming to the attention of law enforcement, being rearrested on charges of family violence, and participating in the diversion program. During the course of this first conversation, three realities became evident: (a) Judges, probation officers, and courtbased psychologists had valuable information about the disturbingly high number of adolescents in detention and identified a need to reduce the number of adolescents entering the system on charges of family violence; (b) the psychology researchers held expertise in evidence-based practice for addressing adolescents' aggression, problematic family dynamics, and related mental health problems; and (c) this was a real-world problem that required a committed team of professionals with diverse areas of expertise.
Key Players
Our multidisciplinary team has several key players consisting of stakeholders from the various disciplines with a shared dedication to reducing the number of adolescents currently incarcerated in our community. We formed a team comprised of a psychologist specializing in clinical science, a psychologist with expertise in the intersection of psychology and law, clinical psychology graduate students, courtbased psychologists, juvenile court directors, judges, detention staff, and probation officers. The psychologists held expertise in intervention research methodology, evidence-based interventions with adolescents and families, and clinical practice with juvenile justice adolescents. Under the guidance of the psychologists, the clinical psychology graduate students assisted in running both clinical and research aspects of the project. The court directors and judges brought invaluable knowledge of system operations and challenges faced by the staff across the units of the system (e.g., detention, specialized programming). They helped to ensure that the intervention was feasible and acceptable, and had the authority to coordinate and facilitate research activities that involved probation officers, detention staff, and detained adolescent participants. Detention staff ensured the intervention was implemented safely and efficiently by offering their advice and assistance regarding the logistics of running the group sessions in juvenile detention. Probation officers and court-based psychologists contributed critical knowledge about the contextual issues that often lead to adolescents entering the system and assisted with recruitment.
A Common Objective With Unique Goals
In addition to the common mission of the team, several team members had unique goals. For example, the court directors emphasized the need to lower the arrest and recidivism rates and make appropriate use of court resources. The court-based psychologists recognized the critical need of empirically supported, effective treatments for adolescent detainees. The psychology researchers intended to make sure that the new intervention was developed systematically and based on existing empirically supported principles, with an ultimate goal of evaluating its success in a quantifiable manner. The graduate students were eager to advance their skills in research methodology, gain clinical experience in providing treatment for juvenile justice adolescents, and produce scholarly publications to facilitate their training and career goals. As a team, we organized our work together such that each member's individual goals were considered as we progressed toward to our common goals.
Complementary Perspectives and Areas of Expertise
One of the greatest benefits of a multidisciplinary team is the opportunity to learn from different perspectives, develop a deep understanding of the needs driving the development of a new intervention, and merge various viewpoints to create novel solutions to existing problems. Our approach capitalized on the complementary expertise brought by court partners, who had the most proximal connection to the adolescents in need of services, and intervention scientists, who held knowledge of existing evidence on the best ways to intervene.
Court Perspective
Taking context into consideration. Our court partners weighed in heavily as we thought about how the new intervention would be delivered. First, the court team members urged us to make the intervention brief, given that adolescents typically remain in detention for less than 1 month and that there are limits to how many intervention sessions could be offered in that time frame. Second, they provided helpful insight regarding where and how the intervention would be delivered. In the early stages, all team members were in agreement that the ideal plan would be to deliver the intervention in the community. However, the court-based psychologists and probation officers advised that community-based intervention sessions should not be located at the court, as they feared that adolescents would be less open to engaging in the treatment if it was too closely connected to their experiences in court. They also recommended that we find a community location that was easy to access by public transportation. When we later decided to deliver the intervention in detention, the court team members shared their experiences of programs that had been previously delivered in detention by outside groups of which the adolescents were not particularly fond, such as those that relied heavily on didactics and reminded them of "being in school." At each stage of deciding where, when, and how to deliver the new intervention, the court professionals served as the experts in predicting barriers and raising issues that were crucial to the successful implementation of the intervention in the context of the juvenile justice system. Professional experience. The court professionals on our team provided first-hand knowledge about the issues
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that lead to adolescents entering the system on charges of domestic violence. They were also aware of common strategies that families often use to resolve conflict. Based on their professional experiences working with these families, they offered suggestions for goals of intervention (i.e., to prevent adolescents from being arrested in the future) and ideas about the potential barriers to adolescents completing a group intervention. As a group, the court team members interacted with families to varying degrees (i.e., a one-time evaluation or on multiple occasions) and at various stages of their juvenile court involvement (i.e., intake, disposition, detention, probation). Thus, they were able to provide a range of perspectives about the important issues to consider when working with these adolescents. There were several areas of consensus across the perspectives of our diverse court-based team members. A primary theme was that arguments between adolescents and their parents or caregivers were frequently related to developmentally appropriate topics of conflict (e.g., arguing about responsibilities or autonomy) and often escalated in part because of the adolescent's and/or caregiver's underdeveloped conflict resolution and emotion regulation skills. They all emphasized that these families have experienced myriad stressors in their lives and noted that many have a history of family violence. They encouraged us to be creative about actively engaging the adolescents, as their positive attitudes about the group would be critical to group attendance, engagement, and retention. We paid special attention to the concerns they raised about potential barriers, including how many sessions to offer per week, having food available, and establishing a degree of separation from court staff and court-mandated services.
Having court professionals representing diverse backgrounds and roles on our team also led to unique contributions provided by team members from each professional subcategory. For example, the probation officers, who interact most extensively with these adolescents, provided specific examples of events that frequently preceded an adolescent being arrested, including common triggers for aggressive behavior (e.g., when their parent limits technology use) and typical responses of parents (e.g., following the adolescent when they leave the room). In contrast with the probation officers' focus on typical family interactions, the judges raised broader issues, such as adolescents being influenced by generations of family involvement in the legal system. They also highlighted the prevalence of financial, emotional, and logistical stressors as well as the lack of appropriate resources for families. With regard to the intervention, the judges recommended that we reward the adolescents with intervention session completion certificates so that they could demonstrate positive behavior in detention during status hearings. The court-based psychologists raised important points about why the existing interventions were not working and emphasized that the new intervention should focus specifically on targeting aggressive behaviors and co-occurring mental health issues. They also offered several ideas for techniques that might work well for justice-involved adolescents, such as building social skills and teaching empathy.
Intervention Science Perspective
Building from an evidence base. As intervention scientists, we are compelled by perspectives that advocate for extracting evidence-based principles from existing treatment protocols (Kazdin & Blase, 2011) . Recent advances in the adult family violence literature suggest that acceptance and commitment therapy (ACT; S. C. Hayes, Strosahl, & Wilson, 2003) may hold advantage over other existing approaches (i.e., cognitive-behavioral therapy and Duluth model interventions) for those who engage in aggressive behavior toward family members (Babcock, Green, & Robie, 2004; Langer Zarling, Orengo-Aguayo, & Lawrence, 2016) . Based on a conceptual model developed by Langer and Lawrence (2010) to explain how ACT processes might reduce family aggression, a new ACT-based treatment was developed and tested with adults who engaged in partner aggression. Based on evidence of effectiveness with adults, we chose this treatment protocol (Achieving Change Through Valued-Based Behavior; Lawrence, Langer Zarling, & Orengo-Aguayo, 2014) as our base manual to adapt for adolescents. Despite the new intervention requiring important changes to meet the developmental needs of adolescents and align with the contextual variables involved in adolescent aggression, we believed that the function of aggressive behavior-maladaptive attempts to regulate dis-
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tressing internal experiences-would be consistent for adolescents and adults (Lawrence et al., 2014) . This view also aligned with the perspective of our court team members, who emphasized the role of intense emotions, and emotion regulation, in episodes of adolescent aggression that preceded the adolescents' involvement in the court system. Thus, the goal of the intervention was to teach the adolescents alternative ways to respond to distressing cognitions and emotions, clarify personal values, and develop mindfulness and behavioral skills. We consulted other mindfulness-based and ACT manuals designed for adolescents (e.g., L. Hayes & Ciarrochi, 2015) and utilized relevant web-based resources (e.g., Association for Contextual Behavioral Science website) to modify the ACT concepts, activities, and metaphors to be more accessible to adolescents. Further, we worked to adapt the clinical targets of the adult program to be more relevant for adolescents. For example, in the adult program, a section titled "Contributors to How I Behave" guides participants toward identifying how their behaviors may have been shaped by childhood experiences, such as exposure to abuse and/or domestic violence, and proposes the idea that such awareness opens the door to a wider array of behavior choices. The section was modified in the adolescent program to focus the discussions around family dynamics and peer influences and it is delivered predominantly through metaphors and experiential exercises. Illustratively, during an activity called "chain breakers" (a metaphor originally proposed by a judge on the team and translated for clinical use by psychologists), participants are instructed to write characteristics of family members on slips of paper. Based on their identified life values, they create a visual "chain" to help them decide if they would like to "add another link" by continuing the behaviors of family members or "break the chain" by acting differently. We also adapted the skill-based activities to be appropriate for adolescents, such as changing the communication skills exercises to focus on parent-child or peer interactions rather than romantic adult relationships.
Consideration of potential adverse effects. The intervention scientists on our team were aware of the extensive literature about developmental considerations when intervening in a group format with adolescents who have externalizing problems. Most importantly, attenuated treatment effects and even iatrogenic effects of group therapy with deviant youth have been documented, ostensibly related to a phenomenon called the contagion effect or deviant peer influence, in which aggregating deviant adolescents can have the unintended consequences of exposure to and reinforcement of deviant behaviors (Dishion & Piehler, 2009 ). The evidence for the contagion effect stems from research demonstrating that when adolescent boys engaged in rule breaking discussions that were met with laughter by peers (i.e., reinforcement), it predicted increases in delinquent behavior. There is also evidence, however, that group treatments for this population have shown positive effects without indication of deviant peer influence (Weiss et al., 2005) . Researchers have identified several factors that likely moderate the risk for deviant peer influence during the course of a group intervention, including homogeneity of group members with regard to age and stage of deviance, level of expertise of group facilitators, opportunities for group members to interact informally without adult supervision, level of structure and organization around behavioral skills in the intervention, and clinical targets of the intervention (Dishion & Dodge, 2005; Dodge, Dishion, & Lansford, 2006) . We were mindful to incorporate these findings to minimize the likelihood of deviant peer influence, which we describe in the next section on combining perspectives to inform the intervention.
Combining Perspectives to Inform the Intervention
As we developed the new intervention, we focused on incorporating the information provided by the court professional team members. For example, to engender positive participant attitudes toward the program, we set out to promptly and directly differentiate the intervention from other programs these adolescents may have encountered. In line with ACT principles, we emphasized the focus on personal values and what works within one's life. In addition, we placed great importance on making the intervention interactive and engaging. We designed experiential activities, incorporated metaphors to demonstrate key concepts, and minimized didactic presentations. Finally, we tailored the intervention to address the triggering and contextual
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factors underlying adolescent aggression toward parents and caregivers. We modified the modules to include adolescentspecific discussions about family dynamics and how they influence attitudes and behaviors. We also emphasized peer influences on behavior and dating relationships among adolescents. We paid careful attention to incorporating strategies to address potential adverse consequences of the new intervention. First, we were mindful not to mix adolescents from different age groups and levels of risk. For example, we worked with our probation officer and detention staff partners to ensure that adolescents from different levels of perceived risk would not be grouped together (e.g., standard vs. intensive probation, detention pods determined in part by risk level), and we restricted age and gender to include only adolescent boys ages 14 to 17 years. We also addressed concerns about deviant peer influence through the structure of our intervention. Group facilitators were extensively trained in effective group management principles (e.g., redirecting attention) and were closely supervised. We also believed that ACT techniques, which had not been implemented in prior groups finding contagion, would minimize the contagion effect by mindfully directing the conversations of personal experiences provided by group members. For example, participants may share examples of acting aggressively when feeling angry or embarrassed. Rather than allowing the adolescent to provide a narrative of the conflict, or for other group members to weigh in with their own past aggressive behavior (creating reinforcement for the deviant behavior), facilitators prompt the adolescents to provide minimal information that is sufficient to sort emotions and behaviors into ACT-based categories. Finally, given input from court professionals that these adolescents experienced high rates of mental health symptoms that were largely untreated, we sought to target mental health symptoms, in addition to aggressive behavior, using ACT techniques. Our court partners conceptualized adolescents' juvenile justice involvement as secondary to a combination of untreated mental health problems, problematic family dynamics, and lack of effective relationship and communication skills. Consistent with that perspective, some aspects of externalizing problems, such as reactive anger, may be less vulnerable to the consequences of deviant peer influence than other clinical targets (e.g., disordered eating, substance use; Dodge et al., 2006) .
Reflecting on Our Approach to Intervention Development
Before we describe the principles that guided our partnership, the barriers we encountered, and the solutions we created as a team, we wish to acknowledge that using a multidisciplinary approach from the very beginning is not the only way to develop a new intervention that addresses a pressing community need. There exist several exceptional examples of treatments that were first developed by academics and tested in university-based efficacy trials and then successfully transferred to the juvenile justice community (e.g., multisystemic therapy; Henggeler et al., 1986) . There are also good examples in the literature of research teams who adopt an intermediate approach, such that they conduct basic research to identify intervention targets and processes that may change those targets prior to approaching a community partner to establish preliminary feasibility and usability of the intervention model (e.g., Cities Mentor Project; Grant et al., 2014) .
Although every approach has its benefits and drawbacks, we believe that our method served us in several ways. Chiefly, it allowed us to develop an intervention in collaboration with professionals in the community who work with the adolescents whom might directly benefit. Much of our intervention development was based on existing evidence from the psychological literature, but we tailored the intervention for the specific court context. We were also able to modify the intervention to respond to barriers that arose because of the setting and unique characteristics of the intended population to be treated and establish contextdependent feasibility. This approach had the advantage of significantly shortening the timeline from developing an intervention to it reaching its intended audience. It also had the disadvantage of not allowing us to gather strong data to support internal validity of the intervention efficacy. In the end, we decided a study of real-world feasibility and acceptability was the optimal starting point to gain important information about ecological validity in the context of detention. These goals could not have been accomplished
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without generating guiding principles to direct our work as a multidisciplinary team.
Guiding Principles for Partnership
Respect and Communication
We identified respect and communication as primary guiding principles because we believed that to form an effective multidisciplinary partnership, all team members needed to feel comfortable and valued enough to provide honest feedback and contribute their unique perspective. We also felt that it was critically important that each piece of feedback was considered and integrated appropriately, which required genuine respect for all perspectives and clear communication. In order to facilitate this, we created opportunities for giving and receiving feedback, such as scheduling informal monthly check-ins and making room in schedules for as-needed team meetings at the request of any team member. It was also vital that no member of any discipline felt more or less valued than any other to prevent division or tension. Thus, we ran all major decisions by the team and formulated plans based on input from each member, which often resulted in increased efficiency and improved procedures. We found that exploring team members' perspectives sometimes led to uncovering related issues, as well as generating creative solutions to the problem, illustrating the extraordinary benefit of having individuals from different disciplines offer unique ideas from their respective vantage points.
Flexibility
In addition to strong communication and respect, flexibility was a guiding principle of our partnership. It was important that we adapted our intervention to be applicable for adolescents in juvenile detention rather than asking juvenile detention staff and administrators to adapt to our intervention. As in most community settings, juvenile detention staff strive to balance competing responsibilities, and it would not be feasible for them to change their schedules or forego responsibilities. As such, we found it helpful to consider the protocol that would least interfere with the other responsibilities of detention staff. In this way, the guiding principle of flexibility not only made our project feasible but also demonstrated to partners that we respected their time. At times, we found it was important to waive our own preferences to prioritize the needs of our community partners, such as by running groups on weekends rather than on weekdays. However, we also understood that a key element of flexibility was learning to notice and accept unfortunate but unchangeable barriers, as inflexible persistence can hinder the progress of a project. It is important to openly acknowledge circumstances that cannot be controlled as a team, as there may be additional steps that could make these uncontrollable aspects more acceptable. Trying to problem-solve issues that cannot be changed, however, can lead to team members feeling unheard, conflicts among team members, and even team dissolution. We found that a significant degree of flexibility and a healthy dose of acceptance were vital to our process.
Sustainability
Our final guiding principle was sustainability, as we believed it was most important to develop a team and a dissemination plan that would last. Given the potentially changing nature of the goals of the project, we wanted to build a team that would be committed to the common mission upon which the project was built. First, we had to consider the sustainability of our team size and structure. Given our strong emphasis on communication, we believed that the most sustainable team would be one small enough to allow members to have regular communication and strong understanding of expectations and protocol yet flexible enough to expand certain roles when needed, such as building a larger team of clinicians to deliver the intervention so that schedule changes or unexpected illness did not leave the team shorthanded. Second, it was important for us to recognize that although some team members may come and go, we must ensure that the core structure of the team remains intact over the long term. Partnerships such as ours are not formed instantly and new directions, or in some cases, entirely new projects, emerge from long-term relationships that are based on mutual trust and familiarity with
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This article is intended solely for the personal use of the individual user and is not to be disseminated broadly. one another's work. Therefore, we approached our work with the juvenile court with sustainability in mind. We also considered how juvenile detention centers around the country might be able to adapt the intervention for their own use. For instance, we recognized that most juvenile detention centers conduct school Monday through Friday and the intervention would need to be feasible on either weeknights or weekends. It was important to us to tailor the intervention to the specific community and recognize that the intervention will likely need significant adaptation in each subsequent dissemination context. Conversely, explicitly clarifying our long-term dissemination goals with our multidisciplinary team allowed for sustainable changes to be made so that the intervention could be modified to fit different settings as needed.
However, we recognize that funding and the broader policy context could significantly limit the wide-scale implementation of this intervention. Our aim was to sustain a grant-funded and volunteer workforce for long enough to test the feasibility of such an intervention in the juvenile detention setting. We utilized clinical doctoral students, who need supervised clinical hours for their graduation. Although we recognized that this workforce may not be permanent, we knew it would be sustainable for multiple years and we discussed, at length, other options should the program continue (e.g., engaging social work students). Developing such a workforce may not be feasible in some communities nor on a national level. As such, the widescale dissemination of our intervention would have to further consider the broader policy context and limitations, such as the availability of Medicaid funding for services. Our aim in the early stages of this work was to establish preliminary feasibility within the juvenile detention setting that may help to inform whether such funding should be allocated.
Facing Challenges and Finding Solutions
Although our project benefited immensely from collaborating, as with most team-based efforts, we also faced numerous challenges coordinating our multidisciplinary team and during the planning and execution stages of the project. We describe some of the most noteworthy challenges that we faced as well as the process of finding solutions in the sections that follow.
Coordinating and Sustaining a Multidisciplinary Team
We worked to keep all members of the team updated regarding the project procedures. An illustrative example was when the group facilitators realized that they had a different understanding than detention staff regarding which adolescents (intervention participants and age-matched control participants) were allowed to receive candy as a reward for their participation in the research. The staff raised concerns about administering candy in detention setting outside of group sessions and explained that providing candy to only some participants could represent inequitable rewards. Once the full team understood all sides of the issue, we reworked incentives for participants. It was decided that control participants would be provided with certificates that indicated that they voluntarily contributed to a research project, which could be given to a judge, probation officer, or other court professional, rather than candy.
Project Planning
While developing the intervention, our multidisciplinary team faced challenges in deciding where to deliver the intervention, whom should be the target of intervention, and the general research design. We describe these challenges and how the team formulated solutions.
Delivery setting. We originally planned to conduct our invention in a community setting. Accordingly, we worked with community mental health partners to find a neutral location (i.e., other than at the courthouse) to run group sessions and address issues around transportation. We also worked extensively with probation officers delivering psychoeducation classes to justice-involved adolescents to facilitate recruitment. After many problem-solving team meetings and unsuccessful recruitment efforts, we decided that we would have to think more flexibly about our approach in this early stage of intervention development and evaluation. We discovered that there was a great need for intervention services for adolescents who were already residing in juvenile detention. The team decided that delivering the intervention inside a juvenile detention facility was a reasonable adjustment that would allow us to conduct our feasibility and pilot studies while also providing a sorely needed service to youth already in the system. Scope of the intervention. Our original plan was to recruit participants with domestic violence charges and target future family violence as our primary outcome; however, this focus proved unworkable logistically and clinically. Logistically, narrowing our eligibility requirements in this way would require a consistent need to use the court's resources to determine which adolescents fell into this category, ultimately creating strain on court staff. The narrow focus would also undermine our ability to recruit enough eligible adolescents to participate. Clinically, our court partners emphasized the scarcity of mental health services being offered to all adolescents in detention. They expressed their preference to offer the new intervention to as many adolescents as possible and to include both males and females. In order to uphold the rigor of intervention science and also respect the preferences of our community partners, we ultimately agreed to expand the intervention to serve adolesThis document is copyrighted by the American Psychological Association or one of its allied publishers.
cents with a wider range of charges but limited our participants to males (because of the higher rates of males in detention), with the intent of further adapting the intervention for females at a future date. We also reconceptualized the theoretical framework of the intervention as one that could address mental health problems while still emphasizing aggressive behaviors as our distal target outcome. Given the importance that the court-based psychologists and detention staff placed on providing services to as many adolescents as possible, we worked to find ways to uphold this value while also maintaining rigor in the research strategy. All members of the team agreed that it would be best to deliver the intervention in an open-group format (i.e., new members could enter at any session). This decision improved our ability to recruit enough participants and maximized services for adolescents in detention but also prevented us from employing a random assignment strategy. The agreed-upon approach was to first recruit adolescents who wanted to participate in the intervention, and then recruit adolescents willing to participate as age-matched controls. At the request of our partners, we later changed our control condition to a waitlist control, so those who wanted to participate in the group had the opportunity to do so when a space opened. Despite all of these changes, we ended up with a more versatile and scalable intervention that can more readily be adapted for diverse settings.
Project Execution
Although our multidisciplinary team attempted to prevent as many issues as possible during the implementation phase, unexpected challenges arose within the detention setting, including basic logistics, recruitment, and group procedures.
Setting logistics. Unique considerations were required to run an intervention in detention. These challenges required ongoing consultation and problem-solving among team members. For example, the first version of our treatment manual comprised 10 sessions. However, detention staff asked that group sessions be conducted only on weekends, so as not to interfere with adolescents' schooling during the week. Additionally, the typical length of stay in detention at that time was less than 1 month. The team worked together to determine the optimal number of sessions, balancing the intervention developers' preferences for preserving the integrity of the intervention with the court professionals' knowledge about typical lengths of stay. Given our hope that group members could complete the entire intervention, we revised our treatment manual and reduced the number of sessions to six, so that it could be offered over three weekends.
As with any other compromise, this change had downstream effects on other aspects of the intervention delivery. For example, the restriction on number of sessions was considered in the decision to deliver the intervention in an "open" format, such that that adolescents would be able to join at any session and terminate once they completed all six sessions. We also modified the intervention protocol to incorporate regular review of earlier material in all sessions.
Recruitment. The recruitment procedure initially involved detention staff reading an institution review board (IRB) approved script to potential participants. We quickly learned that this protocol was not only inconvenient but also uncomfortable for staff who did not feel that they had the knowledge to answer questions from potential participants. When we asked staff for feedback about the recruitment procedure, we learned that it was preferable that our group facilitators recruit participants by reading the IRB-approved script and answering questions. This new procedure was a small change that greatly increased feasibility and reduced staff burden.
Even with this resolution, recruiting a sufficient number of participants for the intervention and control conditions was at times problematic. Part of this problem was related to adolescents' behavior problems in detention, as we were only able to recruit those who were not on some form of restriction. Thus, the pool from which we were permitted to recruit varied each week. Recruitment procedures also varied according to the preferences of detention staff (e.g., if group facilitators were allowed to talk to one youth at a time or to a full group, or recruit from one living quarter vs. multiple). Although at times not ideal, the group facilitators understood that working well with the different staff members was important for maintaining rapport with the broader multidisciplinary team. IRB approval was obtained for every variation implemented.
Group procedures. Consistent with ACT, group facilitators were expected to be nonjudgmental and to prioritize experiential learning over didactic learning. This facilitator approach occasionally led participants to engage in off-task behaviors (e.g., side conversations) or behaviors that are prohibited in juvenile detention (e.g., using curse words). Whereas group facilitators viewed these behaviors as simply off-task, they were considered violations of detention rules to staff. Thus, we sought to balance the interests and goals of detention staff with those of the group facilitators. For example, facilitators repeatedly reminded the adolescents that although the group therapy was voluntary and confidential, they were expected to abide by detention rules.
Juvenile detention administration required that one staff member be present during the group, which is unusual in a therapeutic context. An unexpected challenge of this requirement was that staff would at times want to be more helpful and in a different manner than the intervention was designed, such as encouraging the adolescents to participate or looking over their shoulders to assist during an activity. Although very well-intentioned, the intervention is designed to allow participants to engage at their own pace and with This document is copyrighted by the American Psychological Association or one of its allied publishers.
their own style. The group facilitators and research psychologists consulted with court directors about how to approach staff interactions during group. We wanted a resolution that would allow for implementation of the intervention consistent with the ACT model while also avoiding undermining authority of the staff or damaging rapport among members of our multidisciplinary team. It was determined that facilitators would speak privately to individual staff when needed to explain the volitional nature of group attendance and engagement, emphasizing that they would request extra assistance as needed. This approach was effective in many circumstances; however, with frequent staff turnover, shift changes within a given session, and group facilitator rotations, it was difficult to determine which staff already understood and supported the purpose and guidelines of the intervention. Moving forward, we suggest creating a document explaining these important items that is given to the detention staff and group facilitators periodically and available on-site as needed.
Substantive Outcomes
Success of the Partnership
At different points in the process of developing a new intervention through a multidisciplinary team approach, it is important to check in with one another about what has gone well and what can be improved. Through one such conversation with a court administrator, we learned that one of the overarching themes of our partnership, from her perspective, was that the entire team worked well together to solve problems as they arose. She felt as though the researchers listened carefully to the concerns of court professionals and were respectful of institutional barriers, adapting as necessary. Additionally, her assessment of the team's communication was that it remained open and appropriately paced. She pointed out that many of the challenges arose not so much in the context of the multidisciplinary team but from uncontrollable factors, such as changes occurring at the court administration level and new court policies and procedures. Another marker of the success of our multidisciplinary collaboration is that our team plans to continue to work together. Juvenile court staff recently reached out to request that the intervention be written into a court-initiated grant. Should this be successful, we will continue to improve the intervention based on data and team feedback.
Intervention Feasibility in a Challenging Setting
One of the primary goals of all members of our multidisciplinary team during the early stage of intervention development was to assess how the intervention was received by adolescents in this setting. We gathered data on intervention acceptability directly from the adolescents who participated in our intervention. We invited participants to provide verbal feedback and anonymous written feedback about what they did and did not like about each session, including which concepts and techniques would be applicable in their daily lives. Group facilitators emphasized that the sessions were part of a research study and that they were interested in improving the intervention. Participants were forthcoming in their feedback and responses were generally positive, although several participants stated a preference for more group activities rather than "sitting and talking" during sessions. We asked participants what material they could recall from prior sessions to informally assess knowledge retention. This informal assessment approach revealed that group activities (e.g., experiential exercises and metaphors) were retained more than material presented in lecture format.
We also learned that the adolescents found the new intervention fun and engaging. Past research indicates that clients are more likely to drop out of treatment if they meet criteria for conduct disorder or if they demonstrate higher rates of antisocial and delinquent behaviors, comorbidity with other disorders, associate more frequently with delinquent peers, and are experiencing academic challenges (Kazdin, 1996) . Given this, our team expected to see high rates of withdrawal; however, this was not the case. During the course of delivering the intervention to 100 adolescent boys over 9 months, only three participants withdrew from the intervention condition and three from the control condition. All others who did not complete the intervention were released from the detention center and thus could no longer participate.
Our partners in detention informed us that the adolescents were eager to join the group and were upset when staff occasionally cancelled a group session (e.g., because of insufficient staffing in detention on a given day). Group facilitators found that the adolescents participated in group activities and overall demonstrated appropriate behavior. Results from informal assessments suggested that participants were able to understand most key ACT concepts and skills and also helped us identify which ACT concepts and skills were not being communicated to participants effectively. It also became clear that many participants saw multiple ways in which these concepts and skills might be useful in their daily lives, whereas other participants struggled with these applications. This information was invaluable during the iterative writing process of the intervention, as this feedback was used to revise sections of the manual.
Information to Support Investigating Intervention Effectiveness
One hundred adolescent boys ages 14 to 17 participated in some or all of the intervention in detention. During this time, we collected data from intervention participants and from age-matched control participants residing in other detention pods to help us track the preliminary intervention effects on changing the ACT-based putative mediators and mental health symptoms. Data collection was only possible with the coordination of the multidisciplinary team. For example, court psychologists helped the research team determine which mental health symptoms would be most important to measure, based upon the concerns they noted as most frequent or serious. Detention staff later assisted the group facilitators by helping to recruit participants and providing necessary resources (e.g., pencils, private rooms to complete questionnaires and clinical interviews).
We measured mental health symptoms via semistructured clinical interviews and self-report questionnaires (Brief Symptom Inventory [BSI]; Derogatis, 1993) . Participants were asked to completed self-report questionnaires up to three times (pre-, mid-, and postintervention) to track change in cognitive defusion (Cognitive Fusion Questionnaire; Gillanders et al., 2014) , experiential avoidance (Avoidance and Fusion Questionnaire for Youth; Greco, Lambert, & Baer, 2008) , values identification and values progress (Valuing Questionnaire; Smout, Davies, Burns, & Christie, 2014) , as well as hostility, depression, and anxiety (BSI subscales). Recidivism data are in the process of being obtained from court staff and will be analyzed 6 and 12 months after the adolescents' release from detention.
Our original plan was to collect three waves of data from all intervention and age-matched control participants and utilize growth curve analytic techniques to assess differential change in ACT processes and mental health symptoms over time between participants in the intervention and control groups. Unfortunately, because of the requirement that we deliver our intervention to open groups over three weekends, combined with short stays in detention, we were only able to collect complete data from approximately 28% of our participants. 1 However, we were able to evaluate the prevalence and nature of mental health symptoms in detained adolescents, patterns of change with regard to ACT processes and symptoms in those that completed the intervention, as well as identify ways to improve data collection procedures that will inform our next step of evaluating intervention effectiveness.
Mental health symptoms. Seventy-eight adolescents completed a semistructured clinical interview that assessed their mental health symptoms. Forty percent described worrying and feeling angry at least half of the time (32% worrying, and 23% feeling angry, "most of the time"). In addition, 46% reported feeling sad at least half of the time (23% reported feeling sad "most of the time") and 21% reported recurring thoughts of suicide. It is important to note that participants reported higher levels of distress via the semistructured interviews compared with the self-report questionnaires. For example, on the BSI, participants reported average levels of anxiety (M ϭ .65, SD ϭ .75; scale 0 -4). These discrepancies indicate the importance of using multiple methods of assessment to get a comprehensive picture of mental health symptoms in this setting.
Patterns of change. To help establish the feasibility of assessing this intervention in a large-scale randomized clinical trial, we first sought to determine whether the data supported our intervention theory (whether the intervention influences ACT processes including cognitive fusion, experiential avoidance, and values-based behavior) and our conceptual theory (whether participation in an ACT-based intervention reduces mental health symptoms such as depression, anxiety, and hostility). Specifically, we examined patterns of change among the 58 adolescents who received the intervention and provided at least two waves of data (i.e., completed at least four of the six sessions). In examining change between baseline and the last available data point, participants demonstrated statistically significant declines in ACT targets of experiential avoidance, t(56) ϭ 2.50, p ϭ .016, and values obstruction, t(54) ϭ 2.57, p ϭ .013. Although in the expected direction, the mean decline in cognitive fusion was not statistically significant, t(57) ϭ 1.45, p ϭ .152. Interestingly, on the measure of perceived progress in moving toward self-identified values, on average, participants reported significant decline in progress, t(54) ϭ 2.04, p ϭ .046. We suspect that although participants indicated experiencing fewer obstacles in moving toward their values (e.g., strong emotions), they may not have felt as if they could make tangible progress while still detained. We also observed significant mean declines in symptoms of anxiety, t(56) ϭ 4.12, p Ͻ .001, and depression, t(56) ϭ 2.17, p ϭ .034, though not in hostility, t(56) ϭ 1.20, p ϭ .236, across this same time period (see Duchschere, 2017, for detailed analyses) . These data support the utility of evaluating the effectiveness of this intervention through a large-scale RCT, which is our team's next goal.
Implications for future data collection. We learned important lessons related to evaluating effectiveness of a new intervention in this setting. First, it is not viable to collect sufficient data during the course of a 3-week intervention in detention because the majority of adolescents will not remain in detention long enough to receive all sessions and provide data on change over time. We recommend that researchers work with community partners to deliver this and other interventions over a shorter period of time in this setting. Second, several participants' data were deemed invalid because the participant marked "0" for all responses. Thus, we recommend that researchers continue to use valid and reliable measures but deliver them to participants through individual interviews instead of independently completed questionnaires. Third, we believe it is 1 We could not conduct the planned growth curve analyses comparing the two conditions because of extensive attrition related to participant release from detention during the intervention. This document is copyrighted by the American Psychological Association or one of its allied publishers.
important to develop an active control condition (or use an existing comparative intervention) that will be acceptable in this setting so that participants can be randomly assigned to either of two conditions. Our court partners offered reasonable and ethics-driven reasons for not randomizing participants to intervention and control conditions in detention. This is an obstacle that will require strong multidisciplinary teamwork to find a solution that satisfies the requirements of experimental evaluation as well as the duties of the court system to provide fair opportunities to all detained adolescents. In sum, although we were unable to rigorously evaluate intervention effectiveness from the current data, we received crucial information about the feasibility of evaluating intervention effects on mediators and clinical outcomes in this setting and learned valuable lessons to support our next step of conducting a full-scale RCT of this intervention. Additionally, we will soon obtain recidivism data from court staff and compare 1-year postdetention recidivism data across intervention and control participants.
Overview of Accomplishments
We began this project with a shared vision to develop an intervention that could reduce the number of adolescents currently incarcerated in our community. We developed a novel, evidence-based, and developmentally sensitive intervention and established its feasibility and acceptability. We also laid the groundwork to evaluate the intervention's effectiveness with youth in detention. This work represents the first critical steps toward decreasing mental health symptoms, aggressive behavior, and future incarceration for adolescents in our community and others across the nation. Our local juvenile detention center has been provided with a novel intervention that could lead to new avenues for intervention for families and community mental health centers, improving access to quality care for an underserved population in our community. Additionally, the present work represents the first adaptation of ACT principles to a juvenile detention setting.
Importantly, we created a manual for this intervention that can be tested and then eventually adapted and retested to meet the needs of other communities. The intervention's feasibility in our local juvenile detention center suggests its potential utility in juvenile detention centers around the country. The intervention could also be easily adapted for justice-involved adolescents in community mental health settings and court systems or those participating in family interventions. As such, the development of this manual raises new possibilities for targeting aggressive behavior and mental health symptoms in adolescents involved in the juvenile justice system. The wide-scale implementation of this intervention could reduce the number of adolescents who are incarcerated and return to prison as adults. It may also reduce mental health symptoms and violence perpetrated by adolescents, which would have significant implications for these individuals, their families, mental health systems, and our communities.
Our most noteworthy accomplishment is the development and maintenance of an effective multidisciplinary team that functioned well within a highly restrictive setting. The numerous accomplishments we achieved would not have been possible without the strong establishment of a multidisciplinary team that could address and anticipate barriers from multiple perspectives. Our team demonstrated flexibility, determination, and collaboration at each stage, which allowed for efficient problem solving and continuation despite barriers. The lessons we learned in creating such a team may serve as a model for other multidisciplinary teams, especially in other restrictive or forensic settings.
Lessons Learned About Creating a Multidisciplinary Team Lesson #1: Value Your Partners
Throughout our work together, our team was reminded of the importance of maintaining strong partnerships and valuing each individual members' contributions. We learned from our partners ideas for the focus of the intervention, ways of engaging the participants, and how to overcome barriers that arose. By communicating often and respectfully, we saved time and significantly improved our protocol.
Lesson #2: Be Flexible and Adapt to Your Partners' Settings
As described in the section titled Facing Challenges and Finding Solutions, at times it was important to be flexible with schedules and find time to meet in person or via telephone for problem-solving meetings. With an interdisciplinary team approach rooted in respect, communication, and collaboration, we were able to combine unique ideas of individuals from different disciplines and make adaptations as needed.
Lesson #3: Work Iteratively
We received considerable constructive feedback from group members after our first round of intervention delivery in detention. By focusing on feasibility and acceptability, and addressing concerns about the intervention being perceived as relevant and helpful to the adolescents, we were able to develop the manual iteratively, allowing for substantial improvement with each new draft of the manual. It was important that we solicited feedback from all members of our multidisciplinary team, including intervention participants, to ensure the intervention was both acceptable to our diverse team members and relevant for the intended recipThis document is copyrighted by the American Psychological Association or one of its allied publishers.
ients. Iteratively integrating the perspectives of team members allowed us to adapt the intervention more appropriately for our target population.
Lesson #4: Think About the Long Term Now
From the first day of forming a multidisciplinary team, it is vital to consider how the team will function in the long term. It is particularly important that a team has representation from all stakeholders, including, for example, academic researchers, court directors, court-based psychologists, probation officers, and detention staff. Ideally, each team member will be willing to commit to the project long term, as unnecessary team member turnover may limit the project's success. It is also important that each team member shares the values, vision, and major objectives of the team. For example, our team members were all deeply committed to reducing adolescents' mental health problems and aggressive behavior and to working as a team to improve interventions for adolescents. We recommend devoting initial meetings to developing mission, vision, and values statements that all members can agree upon as well as outlining goals, SMART Objectives (see Centers for Disease Control and Prevention, 2015) , and team activities. Establishing formal partnership principles may help the team continuously act in line with their values (see Newman et al., 2011 , for examples of partnership principles).
Conclusion
The central goal of this project was to construct a developmentally appropriate, acceptable, and effective intervention that draws on evidence-based principles to meet the needs of a community facing a real-world problem. We integrated the perspectives and expertise of academic psychologists specializing in clinical science, court processes, and family law, clinical psychology graduate students, court-based psychologists, court directors, judges, detention staff, and probation officers. We believe that this work could not have been accomplished without a multidisciplinary team. We adopted a collaborative, values-driven, and committed approach to solving this problem for our community and the wider population of adolescents who present to the juvenile justice system with a complex combination of aggression and mental health needs.
A major component of our adapted intervention was to guide the adolescents through a process of identifying their personal values and orienting their planned behaviors to align with their values. The skills we taught our group participants were also relevant to our team process. We found that we had to identify our values (respect, communication, flexibility, and sustainability) and continually conduct committed actions to work toward these values (responding to feedback, iterative manual development, scheduling intervention sessions within the constraints of the setting). We also recognized that the behavioral skills we taught our group participants, such as conflict resolution and active listening, were integral to our success in pursuing our team mission. We experienced discomfort and even some frustration when we received negative feedback about our intervention or dealt with logistical problems, but we were able to accept uncomfortable emotions in service of working toward our values as a team. Although we set goals along the way, our values of team partnership development and sustained implementation of effective community programs to address populations in need will continue to guide our work. We hope that the lessons we learned may help other researchers to address complex, real-world problems through the use of a multidisciplinary team approach as well.
